T he role and expertise of the occupational health nurse in the United Kingdom (UK) is changing to meet the needs of the new millennium. The education and practice of occupational health nurses developed over the past decade to incorporate the changing needs of business and industry and to ensure that today's nurses have the necessary skills and are empowered to work as autonomous practitioners or within a multidisciplinary team. This article is a discussion of the practice and education of occupational health nurses in the UK. A brief history of health and safety in the UK is presented, because the challenges of modem working life require learning from and building on the lessons of the past. Oc- 
ABOUT THE AUTHORS

202
cupational health nurses currently contribute to the health of workers, including those who have suffered ill health as a consequence of work and those who have been excluded from work because of illness or disability.
Occupational health nurses in the UK work in a variety of settings, some are employed, for example, in large companies, European or multinational companies, the National Health Service (NHS), or local authorities. They can work in multidisciplinary teams, alone on a consultancy basis, or in a nurse-led occupational health service reflecting the professional status of specialist practitioners.
ABRIEF HISTORY OF UK HEALTH AND SAFETY
The industrial revolution was a time of great technological, social, and economic change, echoing the changes of today. At the time of the industrial revolution, work, work practices, and workplaces changed rapidly. The emphasis was on productivity with little regard for employee health and safety. However, there has been steady progress in ensuring workplace safety from 1800 to present. Statutory legislation addressing health, safety, working hours, and working conditions developed from 1802 beginning with The Health and Morals of Apprentices Act 1802, which addressed working hours and conditions in the textile industry. In the following years, other statutory legislation was passed including working hours of children and women and mining and factory safety (Gregg, 1965) .
The Factory Act 1833 Act , updated in 1937 Act and 1961 , saw the appointment of the first factory inspectors. The Office Shops and Railway Premises Act of 1963 remained in place when the Health and Safety at Work etc. Act 1974 came into force. The Health and Safety at Work etc. Act 1974 gave principles, rights, and responsibilities to both employer and employee and was supplemented by Codes of Practice, Guidance Notes, and Regulations such as Reporting of Injuries, Diseases, and Dangerous Occurrences (Health and Safety Executive, 1995) , and Control of Substances Hazardous to Health (Health and Safety Executive, 2002) . The European Directives, requiring similar basic laws throughout the European Union, were adopted by the UK government, are made under the Health and Safety at Work etc. Act 1974 and give direction on specifics under regulations colloquially known as the "sixpack." The six-pack contains regulations on manual handling; visual display screen equipment; management of health and safety; personal protective equipment; work equipment; and workplace health, safety, and welfare. These regulations have significantly affected the education and practice of occupational health nurses.
There is no legal requirement in British law for employers to provide access to an occupational health service. The requirement in law is for first aid provision. However, all current health and safety legislation requires risk assessments by a competent person. In many workplaces, this competent person is the occupational health nurse. The Disability Discrimination Act 1995, amended in 2003 and in force in October 2004, required that employers must make reasonable adjustments for disabled workers as defined by the Act. To do so, management needs access to competent advice. The competencies of the occupational health nurse, in-depth knowledge of health and safety legislation, risk assessment, clinical and inherent problem-solving skills, and working within a multidisciplinary team, can assist in this requirement. However, at present in the UK, all organizations do not employ or have access to occupational health specialists.
THE WORKPLACE AS AFOCUS FOR HEALTH
Early health and safety legislation was developed because of the effect that rapid urbanization had on the health of the public during the industrial revolution (Flinn, 1965) . Phillipa Flowerdale is reputed to be the first industrial nurse, employed by the Mustard Manufacturer, J.J. Coleman, in 1878 (Charley, 1978) . She worked with a physician in the factory between 9 a.m. and II a.m. and spent the rest of her day visiting sick employees and their families in their homes, linking work to the community.
The first occupational health, nurse training, an industrial nursing certificate, was established in 1932. Oc-MAY 2005, VOL. 53, NO.5 cupational health nurses provided pre-employment assessments, health surveillance, accident investigation, and welfare activities. This role developed over time to meet changing needs and chalIenges, and it currently reflects the change to a holistic approach, incorporating bio-psychosocial health and organizational theory as welI as environmental health and safety. Core competencies include individual, corporate, and societal risk assessments. As Bagley (2002) comments, " The practice of occupational health should be a synthesis of the study of the core values of public health, combined with an in-depth knowledge of occupational health, health and safety and an understanding of the organizational; sociological and psychological factors that effect workplace practice." (p. 21)
OCCUPATIONAL HEALTH NURSING WITHIN THE PUBLIC HEALTH AGENDA
Occupational health nurses increase awareness of the health benefits of work, the potential for influencing the health of the community, and improving the health of the nation through public health initiatives and have been highlighted in recent government strategy documents. The following documents include the workplace as a focus for health: • Health and Safety in Great Britain/or 2010 and Beyond (Health and Safety Commission, 2004 Health, 1997) established "health action zones" with key health targets. One of the target areas is the workplace, encouraging multidisciplinary and multi-agency collaboration and the development of such initiatives as Health@Work, Fair Change at Work and Back at Work. For example, in one health action zone, Tyne and Wear, teams of clinical specialists and managers of smalland medium-sized enterprises shared expertise and produced tool kits to assist in the management of such issues as risk assessment, sickness absence, and promotion of best practices.
The NHS Plan paved the way for NHS Plus, a program which extends the provision of occupational health to smalI and medium-sized enterprises on a commercial basis, using the expertise of the established NHS occupational health services. The document, "Taking a Public Health Approach to the Workplace" (Department of Health, 2003) was developed by practicing occupational health nurses working with the Department of Health and the Royal College of Nursing. It provides a framework for the occupational health nurse to address public health issues in the workplace and engage in the public health agenda, and it offers a tool for personal development.
Working in a healthy, supportive environment is a determinant of health, as is the effect of long-term absence from work, impacting the health of both individuals and communities. Employer engagement in employee health initiatives improves retention and sickness absence rates and contributes to long-term health gains of the community (Wanless, 2004) . UK sickness absence costs for 2002 was £11.6 billion ($21.8 billion) (National Audit Office, 2003) .
Approximately 40% of absence costs are for those with long-term health problems. To facilitate return to work research, two government-funded national pilots currently have occupational health nurses, as part of a multidisciplinary team, investigate the risk of long-term incapacity with proactive early intervention. The Job Retention and Rehabilitation Pilot is a randomized control trial aimed at those who have been absent from work between 6 and 28 weeks because of ill health or disability. Volunteers are randomized into one of four intervention groups, which include the workplace. "Pathways to Work" (Department for Work and Pensions, 2002) addresses the needsofthose who have been absent from work for more than 6 months because of illness or disability. In the UK, 2.7 million individuals are currently claiming long-term incapacity benefits. Evidence has shown the longer an individual is away from work, the less likely they are to return. By addressing the many psychosocial factors that contribute to absence from work, these pilot studies aim to empower the individual to remove the barriers preventing them from returning to work.
SOCIOECONOMIC BACKGROUND
Work is an integral part of most adults' lives. The ability to participate in productive activity contributes to both physical and psychological well-being. However, the world of work is changing. Traditional work continues alongside new industries that include call centers and e-business, many using advanced technologies. Work-related illnesses and injuries in the UK reflect changes in work and work patterns. Musculoskeletal disorders result from poorly designed work processes or equipment including computer workstations. Workplace stress is also considered. Although there is more flexibility in work hours and greater potential for working at home, there is also more pressure to attend to deadlines and less employment security. The effects of this change are felt at the individual, organizational, and societal levels. Ryan and Watson (2004) say "200 million working days were lost in the UK through sickness," and that "workplace stress was a major contributor" (p. 20).
. Business itself is changing, and there is a need to understand both the European and global perspectives. In the UK, the number of small-and medium-sized enterprises are increasing with different pressures and challenges associated with these businesses than those in larger or-ganizations. Small-and medium-sized enterprises have limited access to occupational health specialists. There were an estimated 3.8 million businesses in the UK at the start of 2002, an increase of 1.4% from 2001 (National Statistics, 2003a) . Of these 3.8 million businesses, 99.1% of these enterprises were small (0 to 49 employees), 27,000 were medium sized (50 to 249 employees), and 7,000 were large (250 or more employees). A growing number of occupational health nurse consultants address the health needs of these businesses.
The employment rate in the UK in March 2004 was 74.8% (28.27 million). However, there has been a decrease in the total number of hours worked. This is because of an increase of 88,000 women in the work force, 62,000 of whom are part-time workers (National Statistics, 2004) .
The workplace and its potential for influencing the health of the public have been acknowledged in a number of government initiatives including Saving Lives: Our Healthier Nation (Department of Health, 1999) and Revitalising Health and Safety (Health and Safety Commission, 2000b) . The provision of occupational health services in the future must meet the needs of workers and not be restricted by location. Whereas large organizations can locate their services within easily accessible locations, the same cannot be said for smaller businesses. Other occupations, for example farming and agriculture, have unique needs. An innovative project, Farm Out, conducted a participatory health needs assessment and found that, although there were health needs, the fanning community in one district in the UK accessed health care less than the public in general. One of the recommendations of the report was that consideration be given to the appointment of an agricultural occupational health specialist.
Another emerging challenge is the aging worker. It is estimated that by 2030, the UK population will include 19 million individuals older than 60 who will have a variety of occupational health needs (Allen, +004).
OCCUPATIONAL ILLNESS IN THE UK
There is no single source of statistical information in the UK for work-related illnesses. The Occupational diseases reflect the demise of "traditional industry" in the UK and the change toward more service-oriented employment. There is a reported increase in stress, depression, and anxiety, particularly in the public sector, and musculskeletal disorders show little change in the most recent year. Asthma shows a slight decrease, as do new cases of vibration white finger (Health and Safety Executive, 2003) . Although there are year-toyear fluctuations, occupational dermatitis appears fairly constant, as do infectious diseases. Noise induced deafness, in those qualifying for industrial injuries benefit, has shown a slight increase.
RESEARCH TRENDS
Research trends are driven primarily by the major policy imperatives of central government. In respect to health, the Department of Health plays a leading role in development, coordination, and dissemination of health strategies. In respect to health and safety within the UK, the Health and Safety Commission and the Health and Safety Executive are the policy and regulatory bodies.
Targets for the 21st Century
As discussed previously, there is currently a significant proportion of the working population employed in the public sector and recognition that disabling injuries and diseases of the 20th century have largely been eradicated or controlled by effective health and safety regulation. This has led to a refocusing of the health and safety agenda and the emergence of a strong public health agenda under the Blair administration. (2000c), setting challenging targets for improving health and safety performance in the UK during the next 10 years. The strategy represents ajoint commitment by the Health and Safety Commission, government bodies concerned with occupational health, and non-governmental bodies including individuals, large and small employers, and trade unions, to work toward common goals and targets. "The (occupational health) strategy recognises that the world of work is changing ...(it) also recognises that social as well as work factors contribute to causing some of the ill health identified at work:' according to Health and Safety Commission (2000c, p. 3 Safety in Great Britain for 2010 and Beyond (2004) included themes from the Securing Health Together (2000) publication by re-emphasizing the need to address health issues. To achieve targets, the strategy is structured around five key programmers of work relating to "compliance, continuous improvement, skills, support and knowledge" (Health and Safety Commission, 2000c, p. 2) . These key programs have generated more than 70 examples of steps companies have taken to improve the health of their work forces.
Priorities for Action
Current Health and Safety Executive priority areas for action and research include musculoskeletal disorders; work-relatedstress; falls from heights; slips, trips, and falls; workplace transport; construction; agriculture; and health services. Examples of recently commissioned research by the Department of Health include a study into the occupational hazard posed by the newer bloodborne hepatitis viruses for dental personnel. The project aims to determine the prevalence of hepatitis C and hepatitis G among dental health care workers and whether a higher prevalence is associated with practice demographics. Another example is a study by Cullum (2002) exploring nurses' use of research information in clinical decision-making. Cullum (2002) refers to the influence of government bodies responsible for ensuring the quality and effectiveness of health care within the UK and states that "the advent of National Service Frameworks, The Commission for Health Improvement and the National Institute for Clinical Excellence, mean that evidence based approaches to nursing practice have become firmly established in research, professional and policy agenda" (Cullum, 2002) . However, Whitaker and Maw (2002) indicate that while nursing has become a research-based profession, one must recognize that research in occupational health nursing is not well-developed, with a paucity of original research being sent to journals for publication.
Research activity is supported by the British Occupational Health Research Foundation, a non-profit, grantawarding charity established in 1991 to contribute to the physical and mental well-being of employees. The foundation raises and deploys funds for occupational health research of practical value and produces guidelines based on research evidence. Since December 2001, the trustees have committed funds to the following projects: • A controlled comparison study to evaluate different management strategies for workplace trauma.
• Managing absence at work: An evidence-based review. • Reducing stress and promoting rehabilitation through work reorganization. • Hand-arm vibration syndrome: Evidence-based reviewlbest practice guidelines (funded in part by the Faculty of Occupational Medicine). • Detergent enzyme sensitization and asthma at work: Exposure-response relationships.
• Guidelines on the management and prevention of occupational asthma.
• Destructive interpersonal conflict in the workplace and the effectiveness of management intervention.
Other areas of concern for the current research agenda are rehabilitation, musculoskeletal disorders, the aging work force and fitness for work, mental health in the workplace (including stress and bullying), and managing attendance at work.
Maw encourages all occupational health nurses to gain understanding of the research process so they are able to retrieve and critically analyze research findings and produce effective management reports (Whitaker & Maw, 2002) . She goes on to conclude that the most useful approach for many occupational health nurses, in particularly the lone practitioner, is to gather information competently for management reports, participate in larger scale projects where appropriate, and use peer-reviewed published research to inform their practice.
OCCUPATIONAL HEALTH NURSING EDUCATION
Occupational health nursing is a distinct specialty requiring a distinct body of knowledge. Occupational health nursing practice involves using a unique range of specialized nursing skills, requiring post-registration education. To meet the challenges of their evolving role, qualifications for occupational health nurses have also changed. During the last 2 decades, there has been a dramatic transformation in academic qualifications offered in the UK from certificate to diploma to undergraduate and post-graduate degrees. By the mid 1990s, the qualification for specialist practitioner was offered only by courses taught at the first-or second-degree level and required validation by both a university and one of the statutory boards recognized by the United Kingdom Central Council for Nursing, Midwifery and Health Visiting, and more recently by the Nursing and Midwifery Council [NMC] . The NMC was formed in April 2002 and succeeded the United Kingdom Central Council for Nursing, Midwifery and Health Visiting. Since its inception, the council has delegated approval of the type and kind of educational programs to one of four national boards including the English National Board for Nursing Midwifery and Health Visiting.
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EDUCATING OCCUPATIONAL HEALTH NURSING SPECIALIST PRACTITIONERS
Courses that confer specialist practitioner status are required to bridge any perceived or actual theory/practice gap. Students acquire knowledge in both the classroom and the practice setting, with equal emphasis being placed on both components. This is essential in the education of competent and reflective practitioners who are both critical thinkers and knowledgeable practitioners. They must undertake a range of occupational health nursing skills and understand the foundational theory to ensure effective nursing practice (Rolfe, 1998) .
Unfortunately, as already highlighted, there is currently no requirement within the UK for employers to provide occupational health services. Consequently, there can be no mandate by the NMC that nurses working in the occupational health setting are qualified in this specialty. However, most practitioners have gained qualification conferring specialist practitioner status.
The authors propose that holding a post-registration qualification is essential in this specialty area of nursing practice that, according to Rogers (1994) , emphasizes " . independent functioning, autonomous decision-making . and the management of health care services" (Rogers, 1994, p. 34) . The Royal College of Nursing also stresses the importance of such a specialist qualification and asserts that an occupational health nurse holds a qualification in occupational health nursing, recordable on the professional register (Royal College of Nursing, 2003) . There is a differential in recommended pay scales for those with a specialist qualification to recognize a higher level of practice than a nurse without-sucha qualification.
The completion of a primary post-registration course is only the first step in the process of lifelong learning. Many occupational health nurses have chosen to further specialize in areas such as disability, ergonomics, and health and safety. This has in part been driven by the rapid changes in UK legislation. Confidence and practice competence develops as a result of continuing reflective practice.
As highlighted previously in this article, occupational health nursing practice is within the public health arena. Therefore, it is pertinent that when developing occupational health nursing curricula, educators recognize the importance of a framework for evidence-based practice, policy development, and multi-disciplinary collaboration. The learning outcomes and competencies must be congruent with those suggested by the Department of Health and the Royal College of Nursing (Department of Health, 2003) .
INFLUENCES ON OCCUPATIONAL HEALTH NURSING EDUCATION
There are many influences on the development of contemporary educational programs for occupational health nurses within the UK. These influences include the changing pattern of work practices and the recommendations and requirements of the NMC and professional organizations such as the tioners. Further influences include the requirements of stakeholders including employers, managers, and practitioners. Furthermore, the requirements of educational institutions, government policy, and legislation also influence occupational health nursing education.
It is important to note that UK's membership in the European Union has a significant influence on UK legislation. Membership in the European Union has resulted in an abundance of directives which the UK government is required to enmesh within their legislative structure. Particularly pertinent to occupational health nursing practice are the health, safety, and disability regulations. It is more than 10 years since health and safety legislation within the UK changed dramatically with the passing of the six pieces of legislation known as the six-pack. A recurring theme within these regulations is the need for both risk and associated health assessments. In the first instance, all employers are required to undertake a general risk assessment with health surveillance required for workers exposed to hazards that have an identifiable adverse effect on their health such as noise. There is a further requirement within the six-pack for risk assessments of other groups such as those who work with computers or are required to manually handle loads.
Many occupational health nurses are the only professionals employed in the workplace with specialist knowledge of health and safety. This hasresulted in an increase in the health, safety, and ergonomic components of occupational programs of study. In the 1990s, the passing of the Disability Discrimination Act 1995 proved to be a milestone for individuals with disabilities who had MAY 2005, VOL. 53. NO.5 been lobbying for legislation to remove disability stereotypes (Howard & Cox, 2000) . An important principle of this legislation is that employers must not discriminate against individuals with disabilities and are required to make suitable and sufficient adjustments in the workplace to facilitate the workers' new or ongoing employment. Again, this resulted in the need for practitioners who understand disability issues including the implications of this legislation for their employers. Educators responded by including disability issues in their courses.
Occupational health nurses perform an important public health function and, like all nurses, if they are to maintain' an effective nursing registration with the NMC, they are required to maintain a portfolio of evidence indicating that they are current in specialty practice. This requirement also influences the' provision of educational programs for occupational health nurses. The register maintained by the NMC consists of three parts-one for all qualified nurses, one for midwives, and a new third part for specialist community public health nurses. Practitioners may be registered on more than one part of the register, but registration on this third part of the register is not by direct entry but requires prior registration as a nurse.
The NMC has decided that occupational health nurses who hold a specialist practitioner qualification will have it recorded on this part of the professional register. This has implications for nurses practicing in the workplace setting. Those who are not registered as specialist community public health nurses may find that their future employment prospects are seriously curtailed. This further emphasizes the need for them to gain an approved qualification in the specialty.
CONCLUSION
The journey of the occupational health nurse in the UK from 1872 to date has been one of significant achievement. Occupational health nurses, using their unique range of specialist skills, contribute substantially to the health of the working population of the UK, where the workplace is acknowledged as a key influence on the health of the public. 
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